Public Health at the Zimbabwean Border: Medicalizing Migrants and Contesting Colonial Institutions, 1890-1960 by Dube, Francis
© Histoire sociale / Social History, vol. LII, no 105 (Mai / May 2019)
Public Health at the  
Zimbabwean Border: 
Medicalizing Migrants and Contesting 
Colonial Institutions, 1890-1960
FRANCIS DUBE*
As colonial powers in Africa consolidated their authority, borders became 
significant areas of focus for nascent colonial administrations. Border monitoring 
and regulation sought to control the cross-border movements of people, animals, 
and goods for varied reasons, including public health. In Zimbabwe, colonial 
public health measures at the border comprised the “medicalization” of African 
migrants, perceived by colonial authorities as diseased. These measures involved 
medical inspections or examinations, diagnosis, treatment, vaccinations or 
immunizations, and detention and quarantine, relating to diseases such as malaria, 
sleeping sickness, plague, tuberculosis, smallpox, and syphilis. Yet, while colonial 
authorities in Zimbabwe advanced these explanations for regulating borders, 
some African migrants crossing the Zimbabwean border from neighboring 
countries often had their own understandings of the medical encounter and 
imperial boundaries. They questioned colonial governments’ motives, contesting 
both public health measures and the border itself, both of which they considered 
oppressive and discriminatory.
À mesure que les puissances coloniales en Afrique ont consolidé leur autorité, les 
frontières sont devenues des centres d’intérêt importants pour les administrations 
coloniales naissantes. La surveillance et la réglementation des frontières visaient 
à contrôler les mouvements transfrontaliers des personnes, des animaux et des 
biens pour diverses raisons, dont la santé publique. Au Zimbabwe, les mesures 
de santé publique coloniale à la frontière comprenaient la « médicalisation » des 
migrants africains, perçus par les autorités coloniales comme des malades. Ces 
mesures impliquaient des inspections ou des examens médicaux, un diagnostic, 
un traitement, des vaccinations ou des immunisations ainsi que la détention et la 
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quarantaine en ce qui concerne notamment la malaria, la maladie du sommeil, 
la peste, la tuberculose, la variole et la syphilis. Pourtant, alors que les autorités 
coloniales du Zimbabwe avançaient ces explications pour réguler les frontières, 
certains migrants africains venant des pays voisins voyaient souvent autrement 
les frontières impériales et leur rencontre avec les médecins. Ils remettaient en 
question les motivations des gouvernements coloniaux et contestaient à la fois 
les mesures de santé publique et la frontière elle-même, deux éléments qu’ils 
jugeaient oppressifs et discriminatoires.
ON OCTOBER 8, 1946, the Chief Health Officer for Southern Rhodesia wrote 
to the Director of Medical Services in Zomba, Nyasaland, regretting to report 
the arrival of a “further case” of smallpox at Mtoko (Mutoko), through the 
Southern Rhodesia-Portuguese East Africa border, from the Lilongwe District 
of Nyasaland.1 The case involved an African migrant labourer, Jonifani Zekiya, 
who was suspected of bringing smallpox to Southern Rhodesia from Nyasaland, 
despite being in possession of a document issued at Lilongwe stating that he was 
vaccinated on September 9, 1946. The document reported that the vaccination had 
resulted only in an “accelerated reaction,” indicating some degree of resistance to 
the disease. Yet, “a careful examination” of the case by the Chief Health Officer for 
Southern Rhodesia failed to show any sign of a previously successful vaccination.2 
In his reply, the Director of Medical Services for Nyasaland offered to investigate 
this “peculiar” case and asked for Zekiya’s certificate of vaccination to see who 
had signed it.3 He also wanted to ascertain both the route Zekiya travelled and 
his whereabouts ten days to a fortnight before he took ill with smallpox. Most 
interestingly, the Director of Medical Services speculated that it was possible that 
the certificate belonged to somebody else, saying “natives in this country often 
borrow record books and certificates and change their names accordingly.”4 The 
borrowing of medical certificates, which, as the Director of Medical Services 
indicated, happened often, was just one of many strategies developed by African 
migrant labourers to circumvent medical surveillance at the Southern Rhodesian 
border. 
The case of Jonifani Zekiya shows the paradoxical nature of Southern 
Rhodesia’s policies. On the one hand, cheap African migrant labour from 
neighbouring territories was in high demand by Sourthern Rhodesian factories, 
1 National Archives of Zimbabwe (hereafter NAZ), Harare, Zimbabwe, S2014/3/13/1, Smallpox – Districts 
(hereafter S-D), Chief Health Officer (hereafter CHO), Southern Rhodesia, to the Director of Medical 
Services (hereafter DMS) in Zomba, Nyasaland, October 8, 1946. Please note that because this article 
deals with the period up to 1960, this paper employs the colonial administrative terminology that was in 
use at the time. Hence, Zimbabwe is referred to as Southern Rhodesia or Rhodesia, Malawi as Nyasaland, 
and Zambia as Northern Rhodesia, all under British rule, and Portuguese-administered Mozambique as 
Portuguese East Africa.
2 NAZ, S2014/3/13/1, S-D, CHO, Southern Rhodesia, to the DMS in Zomba, Nyasaland, October 8, 1946.
3 NAZ S2014/3/13/1, S-D, DMS, Zomba, Nyasaland to the CHO, Public Health Department (hereafter 
PHD), Salisbury, Southern Rhodesia, October 12, 1946. 
4 NAZ S2014/3/13/1, S-D, DMS, Zomba, Nyasaland to the CHO, PHD, Salisbury, Southern Rhodesia, 
October 12, 1946.
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farms, and mines. On the other hand, authorities needed to safeguard the public 
health of the colony given the pervasive belief among European settlers that Africans, 
particularly those from supposedly poorly managed Portuguese East Africa, often 
spread diseases. In this article, I argue that it was this paradox that contributed 
to the need to sieve the labour force, resulting in the medicalization of African 
migrant labourers at the border. For the purposes of this article, medicalization 
refers to the ways in which migrants embodied the fears and concerns of both 
the sending and receiving societies about health. The movements of migrants and 
the spread of epidemic diseases have long been understood as interconnected by 
migrant-receiving communities and their governments, with results ranging from 
campaigns to keep particular immigrants out to the establishment of substantial 
medical facilities for the management and/or care of unhealthy newcomers. While 
governments often exercise the right and responsibility to screen immigrants 
for communicable diseases that could become epidemic in their countries, the 
settler state in Southern Rhodesia utilized medicalization as an excuse for “racial 
profiling” and exclusion.
Medicalizing Southern Rhodesia’s Border
In the 1880s, much of Africa witnessed a race among European powers to claim 
territory. In southern Africa, the contest was between the British and the Portuguese. 
With the call at the Berlin Conference in 1885 to make good on the ground the 
claims made on paper by way of “effective occupation,”5 the Portuguese and the 
British clashed in their attempts to occupy the region.  Although the Portuguese 
had been in southeastern Africa since the fifteenth century, their presence in 
Portuguese East Africa in 1890 was confined to a few posts on the coast and up 
the Zambezi River, and they had little influence in the life of the region’s African 
population.6 However, the scramble for Africa changed everything. 
While British colonization efforts were championed by the British South 
Africa Company under Cecil John Rhodes, Portuguese colonialism was led by the 
Companhia de Moçambique (hereafter Mozambique Company). Whereas Britain 
was motivated by an expansive imperialist ideology and the growing financial 
interests of its private citizens, as well as the need to secure an Indian Ocean port 
for her territories, Portugal drew its impetus “not only from hope for financial 
gain, but also from a nostalgic, almost manifest destiny-like belief in its ‘right’—
as the (European) ‘discoverer’ of the region—to claim the territory.”7
The bone of contention was the border region’s goldfields, which the Portuguese 
had made famous by their writings.8 Indeed, Cecil John Rhodes’s motive for 
5 Sean Stilwell, “The Imposition of Colonial Rule,” in Toyin Falola, ed., Africa: Volume 3: Colonial Africa, 
1885-1939 (Durham, NC: Carolina Academic Press, 2002), pp. 3-25.
6 Barry Neil-Tomlinson, “The Mozambique Chartered Company, 1892 to 1910” (PhD thesis, School of 
Oriental and African Studies, University of London, 1987), p. 2.
7 Eric Allina-Pisano, “Negotiating Colonialism: Africans, the State, and the Market in Manica District, 
Mozambique, 1895-c. 1935” (PhD diss., Yale University, 2002), pp. 47-48.
8 For Portuguese accounts of these goldfields and Portuguese attempts to seize them, see, for example, 
“Narrative (Copy) by Father Francisco de Monclaro, of the Society of Jesus, of the Expedition to 
Monomotapa, led by Francisco Barreto,” in Documents on the Portuguese in Mozambique and Central 
Africa, 1497-1840, no. 8 (1962), pp. 325-429.
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colonization was the quest for the “Second Rand,” vast goldfields just like the 
Rand goldfields of the Transvaal in South Africa. The Portuguese had known about 
the region’s goldfields from the time they established themselves in East Africa. 
However, their attempts to seize them before the “scramble” failed. They renewed 
their efforts to control these fields between the 1870s and 1890s. Beginning in 
1878, Portugal leased huge pieces of land to various trading companies, which 
relied on conscripted African labour.9 The Mozambique Company, which was 
conceived as a mining enterprise but ruled the central region of Portuguese East 
Africa from 1892 to 1942, was one such company. However, both the British South 
Africa Company and the Mozambique Company soon found that the much hoped-
for gold deposits were, unlike those of the South African Transvaal, scattered and 
difficult to extract. The companies therefore directed some of their efforts and 
lands to agriculture and cattle-rearing, with the Mozambique Company adopting 
a policy of granting large sub-concessions to individuals and companies in return 
for a share of their profits.10 As a result, particularly in Southern Rhodesia, a huge 
demand for cheap African migrant labour would emerge. This demand led to the 
recruitment of labourers from Portuguese East Africa, Nyasaland, and Northern 
Rhodesia. The major challenge, however, was how to allow only healthy migrant 
African labourers through what was essentially a restrictive yet porous border.11 
There is a considerable amount of literature on African borders and 
borderlands, particularly in analyses of African experiences of colonialism, 
labour migration, economic transformation, as well as resistance to colonial 
rule.12 Sara Berry has identified three schools of thought on African borderlands: 
first, scholars who “view boundaries as powerful and progressive—serving to 
define and advance ideas, activities and outcomes in many domains of social and 
intellectual life; second, those who see boundaries as powerful but oppressive, 
serving to limit, silence and exclude”; and a third, “recently expanding group who 
tend to portray boundaries as permeable, contested and not so powerful in shaping 
the course of events.”13 Hence, those who consider borders to be permeable 
have shown that border zones are “shadowy places,” often sites of such obscure 
activities as smuggling, local “vigilante” justice, and unauthorized movements 
9 George Oduor Ndege, Health, State, and Society in Kenya (Rochester, NY: University of Rochester Press, 
2001), p. 8.
10 See Francis Dube, “‘In the Border Regions of the Territory of Rhodesia, There Is the Greatest Scourge ...’: 
The Border and East Coast Fever Control in Central Mozambique and Eastern Zimbabwe, 1901-1942,” 
Journal of Southern African Studies, vol. 41, no. 2 (2015), pp. 219-235.
11 See Dube, “‘In the Border Regions” and Francis Dube, “Medicine Without Borders:  The American Board 
of Commissioners for Foreign Missions in Eastern Zimbabwe and Central Mozambique, 1893-1920s,” 
OFO: Journal of Transatlantic Studies, vol. 4, no. 2 (2014), 21-38. 
12 See, for example, Eric Allina-Pissano, “Borderlands, Boundaries, and the Contours of Colonial Rule: 
African Labor in Manica District, Mozambique, c. 1904-1908,” International Journal of African Historical 
Studies, vol. 36, no. 1 (2003), pp. 59-82; Patrick Harries, Work, Culture, and Identity: Migrant Laborers 
in Mozambique and South Africa, c. 1860-1910 (Portsmouth, NH: Heinemann, 1994); A. I. Asiwaju, 
“Migrations as Revolt: The Example of the Ivory Coast and Upper Volta before 1945,” Journal of African 
History, vol. 17, no. 4 (1976), pp. 577-594.
13 Sara Berry, “Crossing boundaries, Debating African Studies” (paper presented at the Fifth Annual Penn 
African Studies Workshop, University of Pennsylvania, Philadelphia, PA, October 17, 1997), accessed 
August 20, 2013,  http://www.africa.upenn.edu/Workshop/sara.html. 
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that are “officially illegal but have become accepted features of everyday life for 
resident populations.”14 This is in line with a recent reconsideration of the idea of 
“arbitrary” borders in Africa to highlight the fact that borders were also zones of 
opportunity and that most of them are “naturalized” today and not contested as 
such by African actors.15
Although crossing the border into Southern Rhodesia from South Africa and 
Northern Rhodesia was made difficult by the Limpopo and Zambezi rivers, crossing 
into Southern Rhodesia from Portuguese East Africa was relatively easy due to 
the absence of any major rivers. The Southern Rhodesia–Portuguese East Africa 
border region was thus an area in which the disease ecology was fundamentally 
affected by cross-border movements. In such a region, where the population 
was highly mobile, public health policies and restrictions based on territorial 
boundaries encountered enormous difficulties in addressing the cross-border 
movement of such infectious and communicable diseases as smallpox and sleeping 
sickness, as well as sexually transmitted diseases (STDs) such as syphilis.16 The 
permeable border played a crucial role in the evolution of colonial public health 
services. It was this extensive border-crossing that made the border so powerful, 
prompting colonial authorities, who were fearful of the spread of infections, to 
act.17 One scholar of southern African history, Terence Ranger, therefore, argued 
14 Maxim Bolt, “Waged Entrepreneurs, Policed Informality: Work, the Regulation of Space and the Economy 
of the Zimbabwean–South African Border,” Africa, vol. 82, no. 1 (2012), p. 112. See also, Willem van 
Schendel,  “Spaces of Engagement: How Borderlands, Illegal Flows and Territorial States Interlock,” in 
Itty Abraham and Willem van Schendel, eds., Illicit Flows and Criminal Things: States, Borders, and the 
Other Side of Globalization (Bloomington: Indiana University Press, 2005), pp. 38-68; Hilary Cunningham 
and Josiah Heyman, “Introduction: Mobilities and Enclosures at Borders,” Identities, vol. 11, no. 2 (2004), 
pp. 289-302; and Blair Rutherford, “The Politics of Boundaries: The Shifting Terrain of Belonging for 
Zimbabweans in a South African Border Zone,” African Diaspora: Transnational Journal of Culture, 
Economy & Society, vol. 4, no. 2 (2011), pp. 207-229. 
15 Allina-Pisano, “Contours of Colonial rule,” p. 60. See also Allina-Pisano, “Negotiating Colonialism”; 
Eric Allina, Slavery By Any Other Name: African Life Under Company Rule in Colonial Mozambique 
(Charlottesville: University of Virginia Press, 2012); Ana Cristina Roque, “A History of Mozambique’s 
Southern Border: The Archives of the Portuguese Commission of Cartography,” in Steven Van Wolputte, 
ed., Borderlands and Frontiers in Africa (Berlin: LIT Verlag, 2013), pp. 23-54; Dereje Feyissa and Markus 
Virgil Hoehne, “State Borders and Borderlands as Resources,” in Dereje Feyissa and Markus Virgil 
Hoehne, eds., Borders and Borderlands as Resources in the Horn of Africa (Suffolk: James Currey, 2010), 
p. 1-7; Steven Van Wolputte, “Introduction: Living the Border,” in Wolputte, Borderlands and Frontiers 
in Africa, p. 2; Veena Das and Deborah Poole, “State and it’s Margins: Comparative Ethnographies,” 
in Veena Das and Deborah Poole, eds., Anthropology in the Margins of the State (New Delhi: Oxford 
University Press, 2004), pp. 3-33; Ana L. Tsing, “From the Margins,” Cultural Anthropology, vol. 9, no. 
3 (1994), pp. 279-297; Benedikt Korff and Timothy Raeymaekers, “Introduction: Border, Frontier and the 
Geography of Rule at the Margins of the State,” in Benedikt Korff and Timothy Raemaekers, eds., Violence 
on the Margins: States, Conflict, and Borderlands (New York: Palgrave Macmillan, 2013), p. 4; and Karen 
Büscher and Gillian Mathys, “Navigating the Urban ‘In-Between Space’: Local Livelihood and Identity 
Strategies in Exploiting the Goma/Gisenyi Border,” in Korff and Raemaekers, Violence on the Margins, p. 
120.
16 See also James L. A. Webb, Jr., “The First Large-Scale Use of Synthetic Insecticide for Malaria Control 
in Tropical Africa: Lessons from Liberia, 1945-62,” in James L. A. Webb, Jr. and Tamara Giles-Vernick, 
eds., Global Health in Africa: Historical Perspectives on Disease (Athens: Ohio University Press, 2013), 
p. 12. This is similar to what the British experienced in the Anglo-Egyptian Sudan, where medical and 
administrative personnel faced the contradiction between the need for impermeable borders as a matter of 
public health and the need for permeable ones as a matter of socioeconomics. See Heather Bell, Frontiers 
of Medicine in the Anglo-Egyptian Sudan, 1899-1940 (Oxford: Clarendon Press, 1999), p. 10. 
17 Dube, “‘In the Border Regions.”
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that colonial powers drew Africa’s borders as “sifters of labour rather than as 
barriers to its movement.”18 The border was also a zone of opportunity, with 
African mobility in the borderland serving as a powerful force in the constitution 
of colonial power.19 For example, African chiefs in Portuguese East Africa used 
the border as a powerful negotiating tool with colonial administrators, avoiding 
labour conscription by the Mozambique Company government by threatening to 
relocate to the Southern Rhodesian side of the border.  
Whereas many studies have focused on migration within different countries 
of southern Africa, few have attempted to analyze migration in light of disease 
and public health. Recently, however, there has been growing interest in new 
ways of understanding migration, ecology, disease, health, and colonialism. This 
is evident in the emergence of several studies that address various aspects of 
medicine and health in Africa, such as the various African responses to Western 
medicine, including resistance, acceptance, and adaptation to African conditions;20 
the role of intermediaries and subordinates in public health;21 the public health 
consequences of the gap between the biomedical and social sciences;22 and the 
meaning of public health in Africa.23 However, only a few works have attempted 
to examine the relationship between borders and health in the African context. 
These works examine cooperation largely from the metropolitan level, looking at 
18 Terence Ranger, cited in David Hughes, From Enslavement to Environmentalism: Politics on a Southern 
African Frontier (Seattle: University of Washington Press, 2006), pp. 76-77.
19 Allina-Pisano, “Contours of Colonial rule,” p. 60. See also Allina-Pisano, “Negotiating Colonialism” 
and Allina, Slavery By Any Other Name. See also Roque, “Mozambique’s Southern Border”; Feyissa and 
Hoehne, “State Borders and Borderlands,” pp. 1-7; Van Wolputte, “Introduction: Living the Border,” p. 2; 
Das and Poole, “State and it’s Margins,” pp. 3-33; Tsing, “From the Margins”; Korff and Raeymaekers, 
“Introduction,” p. 4; and Büscher and Mathys, “Navigating the Urban,’” p. 120.
20 See, for example, David Baronov, The African Transformation of Western Medicine and the Dynamics of 
Global Cultural Exchange (Philadelphia, PA: Temple University Press, 2008); Ndege, Health, State, and 
Society; and Tracy J. Luedke and Harry G. West, “Healing Divides: Therapeutic Border Work in Southeast 
Africa,” in Tracy J. Luedke and Harry G. West, eds., Borders and Healers: Brokering Therapeutic 
Resources in Southeast Africa (Bloomington: Indiana University Press, 2006), p. 4. See also Jean Comaroff 
and John Comaroff, Of Revelation and Revolution. Volume Two, The Dialectics of Modernity on a South 
African Frontier (Chicago: University of Chicago Press, 1997), p. 364; Adam Mohr, “Missionary Medicine 
and Akan Therapeutics: Illness, Health and Healing in Southern Ghana’s Basel Mission, 1828-1918,” 
Journal of Religion in Africa, vol. 39, fasc. 4 (2009), p. 437; Steven Feierman and John Janzen, eds., 
Health and Healing in Africa (Berkeley: University of California Press, 1992); John Janzen, The Quest 
for Therapy: Medical Pluralism in Lower Zaire (Berkeley: University of California Press, 1978); Julie 
Livingston, Debility and the Moral Imagination in Botswana (Bloomington: Indiana University Press, 
2005); Cristiana Bastos, “Medical Hybridisms and Social Boundaries: Aspects of Portuguese Colonialism 
in Africa and India in the Nineteenth Century,” Journal of Southern African Studies, vol. 33, no. 4 (2007), 
p. 767; and Pier Larson, “‘Capacities and Modes of Thinking’: Intellectual Engagements and Subaltern 
Hegemony in the Early History of Malagasy Christianity,” American Historical Review, vol. 102, no. 4 
(October 1997), pp. 969-1002.
21 Ryan Johnson and Khalid Amna, eds., Public Health in the British Empire: Intermediaries, Subordinates, 
and the Practice of Public Health, 1850-1960 (New York: Routledge, 2012).
22 James L. A. Webb, Jr. and Tamara Giles-Vernick, eds., Global Health in Africa: Historical Perspectives on 
Disease (Athens: Ohio University Press, 2013).
23 Ruth J. Prince and Rebecca Marsland, eds., Making and Unmaking of Public Health in Africa: Ethnographic 
and Historical Perspectives (Athens: Ohio University Press, 2014).
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the training of practitioners and testing of drugs without specifically focusing on 
the implications of borders for public health.24 
Nonetheless, there has been recent and considerable interest in studies focusing 
on inter-colonial and inter-imperial circulations, exchanges, and boundaries.25 
Alison Bashford has argued that the desire to combat infectious disease has 
been an arm of geopolitics and disease management, where “quarantine lines in 
Africa offered a clear and politically useful demarcation for new ‘international’ 
borders between Sudan and Egypt, between Uganda, French Congo, and Belgian 
Congo.”26 Along the same lines, Heather Bell has shown how colonial medicine 
“was ever preoccupied with creating a country, protecting a profession, and 
controlling disease by erecting and enforcing boundaries, literal and figurative.”27 
It is this new focus on circulation and exchange that informs recent examinations 
of the implications of cross-border movements on the epidemiology of diseases 
and health. 
Due both to the belief among settlers that cross-border movements of people 
and animals spread diseases, and the need to prevent the introduction of infections, 
Southern Rhodesian authorities instituted public health measures on the border, 
including medical inspections or examinations, diagnosis, treatment, vaccinations 
or immunizations, and detention and quarantine. Their goal was to control the 
spread of a variety of endemic and epidemic diseases, including malaria, sleeping 
sickness, plague, tuberculosis, smallpox, and syphilis. These efforts, beginning 
in the early years of the colony, reflect the inherent contradictions in European 
settlers’ priorities between the need to safeguard the colony from infection, on 
the one hand, and the need for cheap migrant labour, on the other. In 1912, for 
example, Southern Rhodesian officials demanded that Africans from areas of 
Northern Rhodesia who were stricken by sleeping sickness carry a Northern 
Rhodesia Certificate of Service endorsed “passed Medical Examination.”28 
Officials were not willing to prohibit labour migration outright, which would 
have been disastrous to the economy and certain to have been vigorously opposed 
by the powerful Rhodesian Native Labour Bureau, the Colony’s largest migrant 
labour recruiter. Instead, Southern Rhodesian government officials preferred to 
medicalize labour migrants at the border.
24 See, for example, Deborah J. Neill, Networks in Tropical Medicine: Internationalism, Colonialism, and the 
Rise of a Medical Specialty, 1890-1930 (Stanford, CA: Stanford University Press, 2012).
25 See, for example, Anne Digby, Waltraud Ernst, and Projit B. Mukharji, eds., Crossing Colonial 
Historiographies: Histories of Colonial and Indigenous Medicines in Transnational Perspective 
(Cambridge: Cambridge Scholars Publishing, 2010);  Frederick Cooper and Ann Laura Stoler, eds., 
Tensions of Empire: Colonial Cultures in a Bourgeois World (Berkeley: University of California Press, 
1997); Warwick Anderson, Colonial Pathologies: American Tropical Medicine, Race, and Hygiene in 
the Philippines (Durham, NC: Duke University Press, 2006);  Neill, Networks in Tropical Medicine; and 
Alison Bashford, ed., Medicine at the Border: Disease, Globalization and Security, 1850 to the Present 
(New York: Palgrave Macmillan, 2006).
26 Alison Bashford, “‘The Age of Universal Contagion’: History, Disease and Globalization,” in Bashford, 
Medicine at the Border, p. 2. See also Bell, Frontiers of Medicine, p. 4.
27 Bell, Frontiers of Medicine, p. 233. 
28 NAZ A3/12/28, Registration of Natives from Sleeping-Sickness Areas, H. Marshall Hole, Secretary, 
Department of the Administrator, to the Chief Native Commissioner, April 1, 1912.
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Dominion Status, Diffusion, and Discrimination
A new sense of urgency in medicalization efforts came when Southern Rhodesia 
transitioned from British South Africa Company rule to responsible government in 
1923. With this transition, Southern Rhodesia achieved dominion status, meaning 
that the European settlers in the colony now had some level of independence from 
Britain. These settlers were now empowered to pass legislation—including the 
Public Health Act of 1924, which made guarding the borders from both disease 
and diseased migrants a priority—that favoured their interests. 
Armed with new legislative powers and the belief in the efficacy of 
medicalization, Southern Rhodesian officials increased their border surveillance 
efforts. In a 1925 report, for instance, public health officials credited the relative 
absence of smallpox epidemics to “systematic vaccination” of the colony’s African 
population and of African migrant labourers at various ports of entry. This report 
claimed that smallpox had been endemic amongst the indigenous population of 
the colony, evidenced by a few annual epidemic outbreaks between 1890 and 
1923, but that, due to colonial public health interventions, this disease had shown 
a remarkable abatement between 1924 and 1925, with only four cases and one 
death reported. The report concluded that the systematic vaccination of both the 
African population living on reserves—mostly infertile, marginal, and rural lands 
that the colonial government allocated to Africans after they had been displaced 
from better lands by white settlers—and all foreign Africans entering the colony 
“was at least leading to the disappearance of smallpox as a serious factor in the 
sickness and mortality rates of the native population.”29 
In 1925, the same year as the report, public health officials performed 6,252 
vaccinations on indigenous Africans and 21,861 vaccinations on African migrant 
labourers. Yet, whereas Southern Rhodesia required that everybody be vaccinated 
against smallpox, European settlers could be exempted on “conscientious or 
religious grounds” or on grounds of ill-health.30 There was no scientific justification 
for differentiating between the settler and indigenous populations when it came 
to vaccinations, although medical officials often claimed that smallpox had 
been endemic among Africans in the precolonial period. The fact was that any 
unvaccinated person who had never contracted the disease was susceptible to 
infection. There were certain Africans in the Apostolic Church community who 
resisted smallpox vaccinations on religious grounds, but whom the colonial 
government still forcibly vaccinated in exchange for granting them permission 
to hold religious meetings.31 This discriminatory application of public health 
measures was what some Africans, including migrant labourers like Jonifani 
Zekiya, resented. 
Despite African concerns, however, these discriminatory practices continued. 
In 1926, Southern Rhodesian public health officials reported that only one African 
29 NAZ S2419, Report on the Public Health for the Year 1925, together with Report by the Medical Inspector 
of Schools, Southern Rhodesia, p. 17
30 NAZ S2419, Report on the Public Health for the Year 1925, Southern Rhodesia. 
31 For more on this, see Francis Dube, “Colonialism, Cross-border Movements, Epidemiology: A History 
of Public Health in the Manica Region of Central Mozambique and Eastern Zimbabwe and the African 
response, 1890-1980” (PhD diss., University of Iowa, 2009).
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case of smallpox was reported during the year, which they believed was likely a case 
of chickenpox, with no deaths. The officials observed that the last big outbreaks 
occurred in 1921, 1922, and 1923, with 145, 41, and 2 deaths, respectively.32 
While these officials again credited “steady and systematic vaccination” for the 
fact that smallpox had “ceased to be a factor of importance in the public health of 
this country,” they still warned against relaxing vaccination policies and practices. 
As they put it, surrounded as they were by countries where the African population 
was still largely unvaccinated, and among whom epidemics of smallpox were still 
distressingly prevalent, any relaxation of the periodic vaccination of the African 
population could result in the return of the disease.33 Thus, public health officials 
performed 147 European vaccinations and 28,640 African vaccinations, including 
foreign Africans vaccinated at various points of entry into the colony, in 1926.
It appears that the warning from Southern Rhodesian public health officials to 
not abate smallpox vaccinations fell on deaf ears.  In 1927, these officials reported 
that, after several years of comparative immunity, smallpox again appeared in 
the colony, for the most part sporadically in one or two of the northern districts.34 
Altogether, 10 cases occurred between August and December of 1927, resulting 
in one death. These cases occurred near the Bulawayo-Victoria Falls railway line, 
spreading from there to the Inyati district north of Bulawayo. Southern Rhodesian 
public health officials claimed that the origin of the outbreak was traceable to 
Northern Rhodesia, where an epidemic had existed for “some time.” Despite 
affirming that the vaccination of the African population had continued steadily 
for many years, these officials said that, recently, this had occurred in insufficient 
numbers to keep pace with the increase of the population. These officials also 
lamented that Native Commissioners from several districts had reported an 
increase in the number of unvaccinated Africans in their districts. In view of this, 
and of the risk of the introduction of smallpox from beyond Southern Rhodesia’s 
borders, the Public Health Department accelerated vaccination efforts and carried 
out 214,685 vaccinations in 1927, of which 232 were European and the remainder 
African. Of the African vaccinations, 22,425 occurred amongst Africans resident 
in towns, villages, or mines, whilst 192,028 were performed by officials of the 
Native Department in African areas or at ports of entry.35 Underscoring the 
implications of the border and the importance of medicalization of African labour 
migrants at the border, public health officials observed that, while the danger of 
any extensive epidemic of smallpox occurring in Southern Rhodesia was remote, 
sporadic cases and limited outbreaks were probable, especially in those parts of 
the colony prone to invasion from other territories or in areas with unvaccinated 
people.
As discussed above, the medicalization of migrants at the border, in theory 
at least, applied to all people and covered many diseases, including tuberculosis. 
However, because of the racist view among European settlers that Africans were 
32 NAZ S2419, Report on the Public Health for the Year 1926, Southern Rhodesia, p. 17.
33 NAZ S2419, Report on the Public Health for the Year 1926, Southern Rhodesia, p. 18.
34 NAZ S2419, Report on the Public Health for the Year 1927, Southern Rhodesia, p. 15. 
35 NAZ S2419, Report on the Public Health for the Year 1927, Southern Rhodesia, p. 16.
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inherently diseased, Africans bore a greater degree of the enforcement of this 
medicalization than did Europeans. Moreover, as already discussed, Europeans 
could refuse to be vaccinated for several reasons, an option that was not available 
to Africans. In Southern Rhodesia, an increase in tuberculosis cases in 1927 
demonstrated how lopsided the enforcement policy was. In that year, public 
health officials reported an increase in European phthisis patients applying for 
hospital treatment and a slight decrease in African hospital admissions. Thus, in 
1926 there were 34 European cases resulting in 10 deaths and 141 African cases 
resulting in 86 deaths; in 1927, there were 49 European cases resulting in 15 
deaths and 135 Africans resulting in 78 deaths.36 Public health officials attributed 
the increase in European phthisis cases to an influx of European settlers. They 
concluded that, whereas immigration laws forbade the entry into the colony of 
persons suffering from tuberculosis of the lung in an active form, these regulations 
were often difficult to enforce, and no doubt several cases escaped detection at 
the border. Indeed, they had already discovered one or two cases among newly 
arrived European immigrants, and those people were immediately returned to their 
country of origin. Officials blamed this influx of cases on what they considered to 
be an erroneous perception among Europeans that the climate of Zimbabwe was 
eminently suited for the treatment of tuberculosis of the lung, irrespective of the 
type of disease, and whether it was in an early, advanced, latent, or chronic stage. 
One can therefore question the extent to which Southern Rhodesian officials 
subjected European immigrants to rigorous medicalization at the border. The 
identification of European cases in 1927 also demonstrates the idea of a “shifting 
border,” because public health officials performed certain tests and vaccinations 
away from the border, either before or after a crossing. Hence, when thinking 
about the notion of medicalized borders, one has to consider not just the fixed, but 
shifting borders as well. 
The border continued to be a concern among Southern Rhodesian officials 
in terms of its perceived role in diffusing diseases. After yet another outbreak of 
smallpox in 1928, public health officials lamented that, for several years prior, 
Southern Rhodesia was singularly free from smallpox. However, in that year, an 
extensive epidemic occurred in Northern Rhodesia, which, spreading along the 
railway line to Bulawayo, resulted in serious epidemics in the Bulawayo municipal 
area, the Bubi African district, and elsewhere in the colony.37 Highlighting the 
continued risk of the introduction of smallpox from across the border, Southern 
Rhodesian public health officials claimed that in Southern Rhodesia they were 
able to quickly suppress these local epidemics. They asserted that the same 
could not be said of the territories in the north, where smallpox simmered on in 
a sporadic form before recurring as an epidemic around the middle of 1929, this 
time in Northern Rhodesia and Nyasaland, as well as in parts of Portuguese East 
Africa along the Zambezi River.38
36 NAZ S2419, Report on the Public Health for the Year 1927, Southern Rhodesia, p. 18.
37 NAZ S2419, Report on the Public Health for the Year 1929, Southern Rhodesia, p. 12.
38 NAZ S2419, Report on the Public Health for the Year 1929, Southern Rhodesia, p. 12.
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Fears about the diffusion of diseases across borders applied to many diseases, 
including STDs or venereal diseases. Southern Rhodesian officials claimed that 
local and foreign African women were responsible for spreading STDs around the 
country, thus overemphasizing the role of African sexuality in spreading STDs.39 
For example, following a medical examination in 1929, the Native Commissioner 
for Salisbury (Harare) accused one African woman from Portuguese East Africa 
and several local African women of infecting nine African men with STDs.40 As a 
result, these officials subjected African women to humiliating and dehumanizing 
medical examinations at clinics within Southern Rhodesia and at the border. 
Historian Lynnette Jackson has written about the efforts of officials to force African 
women to open their legs to total strangers for examinations, in what women called 
chibheura, literally meaning open.41 Records show that it was not unheard of to 
have male public health staffers examine African women. In 1929, A. M. Fleming, 
then the Southern Rhodesian Medical Director, appeared shocked to learn that 
male African orderlies examined African women patients at a Gatooma (Kadoma) 
clinic, and he ordered this practice to cease at once.42 Instead, he mandated that 
the examination and treatment of women patients should be carried out by a senior 
Government Medical Officer, a European man, preferably with the assistance of a 
European nurse, while the treatment of the male African patients could be left to 
African male orderlies under the strict oversight of a senior Government Medical 
Officer. The fact of the matter was that, to these African women, it did not matter 
so much who performed the examination, whether an African male orderly or a 
white, male senior Government Medical Officer because this did not take away 
the humiliation.
Underscoring the fear of diffusion of diseases and the need for medicalization 
of African migrant labourers at the border, it appeared that whenever there was 
an outbreak of disease, some Southern Rhodesian officials and European settlers 
made every attempt to link it to Africans from neighboring territories. While 
other officials pushed back against erroneous settler views on the epidemiology 
of diseases, the settlers, with their electoral power, often succeeded in prompting 
government officials to act, even when the claims were baseless. Also, for a 
colonial government that was more concerned with spending as little as possible 
on African welfare, disease epidemics drained resources the government was not 
willing to spend. A case in point is a 1931 public health report, which, citing 
39 See Guillaume Lachenal, “A Genealogy of Treatment as Prevention (TasP): Prevention, Therapy, and the 
Tensions of Public Health in African History,” in Webb, Jr. and Giles-Vernick, Global Health in Africa, 
79. See also Megan Vaughan, “Syphilis in Colonial East and Central Africa: The Social Construction of 
an Epidemic,” in Terence Ranger and Paul Slack, eds., Epidemics and Ideas: Essays on the Historical 
Perception of Pestilence (Cambridge: Cambridge University Press, 1992), pp. 269-302.
40 NAZ S1173/221, Venereal Disease in Southern Rhodesia, November 15, 1929, Native Commissioner, 
Salisbury, to the Medical Director, Southern Rhodesia, May 17, 1929. It was standard practice for health 
officials to ask for contacts for, in this case, all the sexual partners of the men and women. 
41 Lynette A. Jackson, “‘When in the White Man’s Town’: Zimbabwean Women Remember Chibeura,” in Jean 
Allman, Susan Geiger, and Nakanyike Musisi, eds., Women in African Colonial Histories (Indianapolis: 
Indiana University Press, 2002), pp. 191-215.
42 NAZ S1173/221, Venereal Disease in Southern Rhodesia, November 15, 1929, A. M. Fleming, Medical 
Director to the Senior Government Medical Officer, Gatooma, November 15, 1929.
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smallpox epidemics between 1920 and 1930, argued that smallpox tended to 
occur in large epidemic waves involving many hundreds of cases and causing 
much disturbance and expense before they were overcome.43 This report went 
further, alleging that this was not surprising given the “fact that there are on the 
borders of Southern Rhodesia countries containing large numbers of natives and 
few Europeans where the disease appears to be continuously endemic” and that 
“in one area which supplies many immigrants into Southern Rhodesia there were 
recorded 7,381 cases with 237 deaths in 1931.”44 
Another disease that also contributed to medicalization at the Southern 
Rhodesian border was bubonic plague. In 1932, public health officials noted that 
this disease, which they claimed was unknown in South Africa before 1899, was 
brought in grain ships to Cape Colony and Southern Natal at the time of the Anglo-
Boer War, and that it had recurred since that time at intervals in the southern 
regions, especially in Cape Colony.45 What was worrisome to these officials was 
that the disease had spread as far north as the Orange Free State and the Transvaal, 
close to the border with Southern Rhodesia. While asserting that there had never 
been a recorded plague outbreak in Southern Rhodesia, they warned that once 
a district was plague infected it would be difficult to eradicate because other 
small animals, such as domestic mice, could play a role in its epidemiology.46 
Then, after an extensive 1932 plague epidemic in Ovamboland in South-West 
Africa (Namibia) and Angola, and realizing the potential for veld rodents to carry 
plague to the southern and western frontiers of Southern Rhodesia, public health 
officials emphasized the need for a careful watch on these frontiers. Hence, for 
this purpose the Public Health Department issued detailed information about 
the signs and symptoms of plague in animals and humans to all police officers, 
Native Commissioners, and Government Medical Officers on the southern and 
western frontiers. The department also made arrangements for the bacteriological 
examination of rodents or human beings suspected to be suffering from the 
disease.47 In the European settler worldview, therefore, spaces beyond the border 
appeared unsafe, with safety being elaborated within.
Migrant Labour and Calls for Racial Exclusion
As European settlers in Southern Rhodesia sought to explain disease outbreaks 
through diffusion from other territories, calls for what amounted to racial exclusion 
grew. In 1934, for example, amidst appeals to station guards on the border to 
43 NAZ S2419, Report on the Public Health for the Year 1931, Southern Rhodesia.
44 NAZ S2419, Report on the Public Health for the Year 1931, Southern Rhodesia. 
45 NAZ S2419, Report on the Public Health for the Year 1932, Southern Rhodesia, p. 10. For a more detailed 
discussion of the plague and its impact in South Africa, see Francis Dube, “Public Health and Racial 
Segregation in South Africa: Mahatma (M. K) Gandhi Debates Colonial Authorities on Public Health 
Measures, 1896–1904,” Journal of the Historical Society of Nigeria, vol. 21 (2012), pp. 21-40; Maynard 
W. Swanson, “The Sanitation Syndrome: Bubonic Plague and Urban Native Policy in the Cape Colony, 
1900-1909,” in William Beinart and Saul Dubow, eds., Segregation and Apartheid in Twentieth-Century 
South Africa (London: Routledge, 1995), pp. 25-42; and “The Outbreak of Plague in Transvaal,” The 
British Medical Journal, vol. 2, no. 2271 (July 1904), pp. 93-94.
46 NAZ S2419, Report on the Public Health for the Year 1932, Southern Rhodesia, p. 10.
47 NAZ S2419, Report on the Public Health for the Year 1932, Southern Rhodesia, p. 10. 
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stop Africans from other territories from passing through the Lomagundi fly area 
to the Sipolilo Tribal Trust Land (Chipuriro in Guruve District), both located in 
the northern part of the colony, the Medical Director warned that this would be 
expensive.48 More importantly, he argued that, although there was a danger of 
African migrants infected with human trypanosomiasis (“sleeping sickness”) 
from Northern Rhodesia passing through and infecting the fly en route, this 
danger was reduced by the fact that a person suffering from this disease might not 
be fit to travel and that there was no knowledge of human infection ever having 
been conveyed to the Lomagundi fly belt.49 Regarding another alleged case of 
the diffusion of trypanosomiasis at nearby Portelet Estate in Sinoia (Chinhoyi), 
the Medical Director doubted that an African migrant labourer from Nyasaland 
might have brought the disease with him, given the comparatively short distance 
of the Portelet Estate from the fly area in the Magondi Reserve.50 This attempt 
to prohibit entry due to disease was clearly tantamount to exclusion because the 
notion of medicalized borders acknowledges entry of migrants following medical 
procedures at the border, not limited to examinations, vaccinations, treatments, 
and quarantine.
Southern Rhodesia’s insatiable labour needs made a complete ban of African 
immigrants impossible. In 1942, for instance, when then Governor’s Deputy in 
Northern Rhodesia proposed to stop the colony’s transport service on the Zambezi, 
owing to an outbreak of plague at Balovale, the Acting Governor for Southern 
Rhodesia objected.51 The Acting Governor said that because of the increased 
demand for labour for the furtherance of his colony’s commitments to the Second 
World War, there was a shortage of labour in the colony and the stopping of the 
transport service maintained under the terms of the Migrant Labour Agreement at 
this juncture, even for public health purposes, would have serious repercussions.52
With demand for cheap labour for mines, factories, and farms high, halting 
labour migration was not an option. Southern Rhodesian officials therefore resorted 
to medicalization of African migrant labourers. In 1943, for example, realizing 
the futility of stopping labour migration altogether, Dr. Walter Alexander, then 
Compound Inspector at Penhalonga Mine in eastern Southern Rhodesia, urged 
government intervention in dealing with what he called “the infected foreign 
native who comes to work in this country.”53 He indicated that in Penhalonga 
48 NAZ S1173/266, Medical Director, Southern Rhodesia (hereafter MDSR), to the Secretary, Department 
of Agriculture and Lands (hereafter SDAL), January 24, 1934. Tribal Trust Lands were areas reserved 
for African ownership and use under the provisions of the Land Apportionment Act of 1930. These were 
infertile, overcrowded, and suffered major environmental catastrophes as a result. 
49 NAZ S1173/266, MDSR, to the SDAL, January 24, 1934.
50 NAZ S1173/266, R. A. Askins, MDSR, to The Secretary of the Department of Internal Affairs, “Sleeping 
Sickness: Portlet Estate,” January 8, 1934. 
51 NAZ S2803/862, Internal Affairs: Health – Plague, October 29, 1942–February 25, 1944, Telegram from 
the Governor’s Deputy, Lusaka, Zambia to the Acting Governor, Salisbury, Southern Rhodesia, November 
9, 1942, no. 1284.
52 NAZ S2803/862, Internal Affairs: Health – Plague, October 29, 1942–February 25, 1944, Telegram from 
the Acting Governor, Salisbury, Southern Rhodesia, to Governor’s Deputy, Lusaka, November 17, 1942, 
no.35.
53 NAZ S2104/1, Compound Inspector Reports – General, From Dr. Walter Alexander, Penhalonga (on Native 
Cases treated during the year 1943) to the Clerk in Charge, Native Department, Penhalonga, Zimbabwe, 
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alone, on an average, 400 African migrant labourers from Portuguese East Africa 
passed through every month and, in what surely appears be an overstatement, 
claimed, “I am not exaggerating when I say that 75 [percent] of these natives 
are infested with Malaria, Bilharzia or Hookworm.”54 This might have been an 
exaggeration because, if these migrant labourers were suffering from a disease 
such as malaria, they would not have been able to travel long distances seeking 
work. However, to Alexander, it was impossible to expect Southern Rhodesia to 
be healthy if these foreign African migrant labourers continued to cross the border 
“without let or hindrance.” He contended that no certificate of employment should 
be issued to “such natives” unless or until a satisfactory certificate of health was 
granted.55
In addition, Alexander suggested the establishment of medical units at all 
ports of entry to Southern Rhodesia so that African migrants found suffering 
from tuberculosis and leprosy could be deported back to their own territory. He 
acknowledged that the miners and tobacco farmers would resent undue interference 
with their labour supplies, but he felt that the miners and tobacco growers did not 
constitute the most important sections of the European settler community. Thus, 
he argued that the government could easily make a small increase in the income 
tax to pay for medical units required to carry out the necessary examinations and 
treatment of foreign Africans. According to him, this action would result in huge 
savings because the African labour force would be healthier and more efficient 
than before.
Despite concerns about contagion, however, the demand for African migrant 
labourers continued to increase. In 1951, for instance, the Labour Officer for the 
Eastern Districts of Southern Rhodesia reported that the bulk of tea estate labour 
on the Jersey and Zona estates came from Portuguese East Africa in the shape of 
juveniles and women who seldom stayed longer than a few months.56 This Labour 
Officer even claimed that the shortage of labour was the limiting factor in the 
expansion of the industry and that, on the Jersey Tea Estate, 100 acres of planted 
tea had to be abandoned due to a lack of workers.
By 1954, the shortage of African migrant labour was reaching a critical stage 
on some Rhodesia Tea Co. Ltd. estates, particularly at Rattleshoek, where the 
average number employed had fallen from 693 in the 1944/45 season to 423 
during the 1952/53 season.57 At Rattleshoek, as the Compound Inspector for 
Umtali (Mutare) pointed out, almost 90% of the labour came from Portuguese 
East Africa.58 The Inspector advanced several reasons for this shortage, including 
that the migrant labourers felt discouraged from crossing the border. He also noted 
January 3, 1944.
54 NAZ S2104/1, Alexander to Clerk in Charge, January 3, 1944. 
55 NAZ S2104/1, Alexander to Clerk in Charge, January 3, 1944. 
56 NAZ S2104/1, Compound Inspector Reports – General, Report of the Labor Officer: Eastern Districts, 
Southern Rhodesia, September 1951.
57 NAZ S2104/3, Compound Inspector Reports, Umtali June, 1954.
58 NAZ S2104/3, Compound Inspector Reports, Umtali June, 1954.
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that Portuguese authorities had recalled several labourers from the estate for work 
in Portuguese East Africa.59
Conclusion
Difficulties associated with policing public health persist on the African continent. 
The recent 2014 West African Ebola pandemic demonstrated these challenges 
while reinforcing African distrust of Western biomedicine and government 
interventions in public health. The rumor that circulated in Sierra Leone that 
Ebola was not real and that it was just a trick used by doctors to steal people’s 
blood was just one of the manifestations of this mistrust.60 While some dismissed 
these stories as ridiculous conspiracy theories, others blamed the rapid spread 
of Ebola across borders in West Africa on what they viewed as irrational beliefs 
and perilous cultural practices.61 These include everything from the hunting and 
butchering of game or so-called “bush meat” to funeral practices in villages and 
witchcraft.62 The preceding discussion provides historical context to such public 
health challenges in Africa.
This article has shown the conundrum that Southern Rhodesian officials faced 
in the need to satisfy the demand for cheap labour for factories, mines, and farms, on 
the one hand, and the need to safeguard public health, on the other. While this might 
seem typical for all governments, what made this case unique was colonialism, 
which was accompanied by overtly racist policies that subjected one portion of the 
population (Africans) to invasive and humiliating forms of medicalization. It was 
this conundrum that contributed to the calls to medicalize African migrant labourers 
at the border, given the prevailing belief among European settlers in Southern 
Rhodesia that the Africans in general and Africans from neighboring territories 
in particular, were diseased. This medicalization consisted of many procedures, 
most of them humiliating and dehumanizing, including medical inspections or 
examinations, diagnosis, treatment, vaccinations or immunizations, and detention 
59 Much of Mozambique was a labour reserve for South Africa and Zimbabwe; Portuguese authorities 
exported African labour and compelled Africans for work on public works for a certain number of days 
each year in Mozambique itself in what was tantamount to slavery. For more on this, see Allina, Slavery By 
Any Other Name.
60 Shaunagh Connaire, “Ebola Outbreak,” transcript, PBS Frontline, July 2014, accessed December 24, 2015, 
http://www.pbs.org/wgbh/pages/frontline/health-science-technology/ebola-outbreak/transcript-67/. See 
also Jason Beaubien, “Rumor Patrol: No, A Snake In A Bag Did Not Cause Ebola,” NPR, July 22, 2014, 
accessed December 24, 2014, http://www.npr.org/blogs/goatsandsoda/2014/07/22/334022357/rumor-
patrol-no-a-snake-in-a-bag-did-not-cause-ebola. 
61 Mary Moran and Daniel Hoffman, “Ebola in Perspective,” Fieldsights - Hot Spots, Cultural Anthropology 
Online, October 07, 2014, accessed December 24, 2014, http://www.culanth.org/fieldsights/585-ebola-in-
perspective. 
62 Mike McGovern, “Bushmeat and the Politics of Disgust,” Fieldsights - Hot Spots, Cultural Anthropology 
Online, October 07, 2014, accessed December 24, 2014, http://www.culanth.org/fieldsights/588-bushmeat-
and-the-politics-of-disgust; Paul Richards and Alfred Mokuwa, “Village Funerals and the Spread of Ebola 
Virus Disease,” Fieldsights - Hot Spots, Cultural Anthropology Online, October 07, 2014, accessed 
December 24, 2014, http://www.culanth.org/fieldsights/590-village-funerals-and-the-spread-of-ebola-
virus-disease; and Catherine E. Bolten, “Articulating the Invisible: Ebola Beyond Witchcraft in Sierra 
Leone,” Fieldsights - Hot Spots, Cultural Anthropology Online, October 07, 2014, accessed December 24, 
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and quarantine. From the above, one can conclude that medicalization played an 
important role in advancing the belief in the imperial project. By attempting to 
foster the entry of a healthy African labour force, medicalization was meant to 
ensure labour productivity and profits to European settlers. This worked especially 
when migrants used official ports of entry. However, as the case of Jonifani Zekiya 
and others have shown, some African migrants resented medicalization at the 
border and thus devised various strategies to evade border controls, which had 
the effect of undermining the health outcomes sought by the Southern Rhodesian 
state. Some migrants used unmonitored bush paths to avoid detection, others, 
particularly those who lived near the border, crossed it unnoticed at night, and 
still others obtained paperwork that allowed them to circumvent the inspection 
process.63 The case of Jonifani Zekiya discussed earlier clearly shows attempts to 
use forged or borrowed documents in order to evade public health restrictions at 
the border. African migrants evaded medicalization through various means, thus 
diminishing the success of medicalization at the border.
63 Mr. M. Mubekapi, interviewed by Silindiwe Sibiya, Makubvu, Mozambique, January 6, 2007.
